Congenital duplications may arise anywhere in the gastrointestinal tract. Midgut duplications are the most common; foregut duplications (oesophagus, stomach, and the first and second part of the duodenum) account for approximately one third of all duplications. ' Foregut duplication cysts arise either as posterior mediastinal oesophageal duplications, or as foregut duplications from within the abdominal cavity and present as an abdominal mass, or extend through the diaphragm to lie within the thorax. These cysts often give rise to respiratory symptoms, though their mode of presentation is protean which presents diagnostic difficulties.2 Embryology Foregut duplication cysts may be either proximal or distal. Proximal or mediastinal oesophageal duplications occur early in embryonic life.3 The notochord, present from the end of the third week, may split and allow endodermal gut to herniate through the gap, resulting in a cyst or fistula ('split notochord syndrome'). The cyst may interfere with the anterior fusion of the vertebral mesoderm; vertebral anomalies are seen in approximately half of these cases.4
The cyst may rarely extend into the neural canal (neurenteric cyst).
Distal or infradiaphragmatic foregut duplications may present as an abdominal mass or extend into the thoracic cavity through a defect in the diaphragm, and are often tethered to cervical vertebrae. They usually lie in the right hemithorax and may fistulate into the bronchial tree (bronchopulmonary foregut duplication). Like so many other facets of orthopaedic surgery, the orthopaedic management of the child with cerebral palsy has changed significantly in the last 10 to 20 years. As in many other fields, the technology has advanced rapidly, particularly in the development of the sophisticated assessment of gait in the gait laboratory. As usual with such advances, we have a mass of new data that solves some problems and creates others. Gait laboratories are expensive, labour intensive, and time consuming. They are also limited to children who can walk with or without aids within the confines of the laboratory and can cooperate with those running it. They have added significantly to our knowledge but do not provide an easy answer to the often complex and multidisciplinary problems of the child with cerebral palsy. As a result, the orthopaedic surgeon will find himself working within a multidisciplinary team involving the neuropaediatrician, the physiotherapist, orthotist, and several other professionals involved with the care of these complex patients. At present there are few such laboratories in the UK but it is becoming increasingly difficult for an orthopaedic surgeon to provide satisfactory orthopaedic advice in the walking child without one. A simple well lit walkway with video recording equipment capable of individual frame analysis can provide satisfactory observational analysis ofa child's gait (M Pearse et al, European Paediatric Orthopaedic Society, Oporto, April 1994).
In a most important article published in Clinical Orthopaedics and Related Research, Rang and Wright asked the question 'What have 30 years of medical progress done for cerebral palsy?'.1 This is a very thought provoking article and should be prescribed reading for all those involved in the management of cerebral palsy. Rang and Wright suggest that the success of medical treatment could be measured in terms of (i) reduction of the incidence and severity of cerebral palsy; (ii) reduction of the patient's disabilities; (iii) reduction of the burden for the family and for society, both in human and in financial terms. Some progress has been made in all these areas but reviewing the patients attending my clinic from week to week, there is no cause for complacency and some justification for thinking in some ways we seem to be going backwards. Modem neonatal care has reduced the mortality of low birthweight premature infants but the incidence of brain damage leading to cerebral palsy in this group does not seem to have changed significantly.2
In my own practice, it is the severe end of the spectrum in cerebral palsy, namely, the child with severe spastic quadriplegia or, to use the term popularised by Professor Bleck, the total body involved child,3 that has increased most markedly. In the past orthopaedic management, both surgical and orthotic, was rarely considered appropriate for this group. In simple terms, the orthopaedic problems in children with cerebral palsy now break down to those in the ambulant group, for whom gait analysis is becoming more and more important, and the non-ambulant or largely non-ambulant group, in which quality of life as a non-ambulant person is the most important. Nowadays, in order to provide improved seating and mobility in this group, a stable straight spine and stable hips are considered a prerequisite. 
